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Health Insurance Marketplace OMB Exempt

Marketplace Eligibility Appeal Request

¢ Submit this form within 90 days of the date on the Marketplace Eligibility Notice you're appealing.
¢ Include any documents you have to help your appeal (Step 6).

¢ Have the tax filer on the Marketplace application sign the form (Step 7).

Person filling out this form:

First name: Last name:

STEP 1 Whose eligibility is being appealed?

Only include the people on your Health Insurance Marketplace® application whose eligibility is being appealed.

Person 1
First name: Last name:
Date of birth (mm/dd/yyyy): Email:

Daytime phone number:

Street address: Apartment or suite number:
City: State: ZIP code:
Person 2

First name: Last name:

Date of birth (mm/dd/yyyy): Email:

Person 3

First name: Last name:

Date of birth (mm/dd/yyyy): Email:

Person 4

First name: Last name:

Date of birth (mm/dd/yyyy): Email:
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STEP 2 Reason for the appeal

Application ID # (found on the first page of the Marketplace Eligibility Notice):

Notice date (mm/dd/yyyy):

What Marketplace decision(s) are you appealing? (Select all that apply)

The Marketplace said I'm not eligible to buy a Marketplace plan.

The Marketplace said I'm not eligible for financial help with Marketplace costs (including premium tax credits
or cost-sharing reductions).

| disagree with the amount of financial help the Marketplace said | qualify for.

The Marketplace said I'm not eligible for a Special Enrollment Period to enroll in or change my Marketplace
plan.

The Marketplace said I'm not eligible for a Catastrophic plan.

The Marketplace said I’'m not eligible for Medicaid or CHIP

NOTE: You can also appeal the denial of Medicaid or CHIP eligibility through your state,
instead of the Marketplace Appeals Center. This process may be quicker. Would you like to
appeal through your state? |:| Yes

The Marketplace said I'm not eligible for an exemption from the requirement to have health insurance.

| want to appeal another decision not listed:

Explain why you think the Marketplace decision is wrong.

If you're filing this appeal more than 90 days after the date on the Marketplace Eligibility Notice you’re appealing,
please also explain the delay in filing your appeal.

CMS-12155 (02/2025)



Marketplace Appeal Request Form D (02/2025) Page3 of 6

STEP 3 Do you need to fast-track (“expedite”) your appeal for a
health reason?

If you think waiting for a standard decision may seriously jeopardize your life, health, or ability to attain, maintain, or
regain maximum function, you can ask for a fast (expedited) appeal. (For example, you might qualify for an expedited
appeal if you're currently in the hospital or urgently need medication).

Do you need to expedite your appeal?

No.

Yes. Please explain the reason you need an expedited appeal.

STEP 4 Get electronic updates (optional)

Get updates about your appeal from the Marketplace Appeals Center. Notifications will not contain personal health
information.

Text to mobile number: Email:
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STEP 5 Appoint a representative (optional)

You can choose to have someone you trust (like a family member, friend, advocate, or attorney) act on your behalf for
your appeal by giving them permission to be your authorized representative.

If you appoint an authorized representative, they’ll be the main contact during your appeal. All communications about
your appeal (including email and text reminders) will go to your authorized representative, not you.

Do you want to appoint a representative?

No. Go to Step 6.

Yes. Fill out the section below. If you change your mind, you must call or write the Marketplace Appeals Center
to remove your authorized representative.

First name:

Date of birth:

Daytime phone number:

Street address:

Last name:

Email:

Apartment or suite number:

City:

State:

ZIP code:

Organization name:

Text updates to mobile number (optional):

ID number (if applicable):

Send email updates to (optional):

Sign below to give the person listed in this section permission to sign your appeal request, get official information about

your appeal and act for you during your appeal.

Printed name (First name, Last name)

Signature

Date (mm/dd/yyyy)
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STEP 6 Submit documents to help your appeal (optional)

You may want to submit documents with your request to help show why you think the Marketplace decision was
incorrect. Submit any documents you think will help your case.
e This could be things like tax returns, pay stubs, W2 forms, passports, or other documents that show your income or
prove other information.
e Seeafull list of possible documents at HealthCare.gov/verify-information/documents-and-deadlines/.
e Submit copies, not originals, since your documents won’t be returned.

Appealing a Marketplace decision because of missing information about your taxes?

Submit a Record of Account Transcript and a copy of IRS Form 8962, if you filed it. Visit IRS.gov/individuals/get-transcript
or call the IRS at 1-800-908-9946 to get these documents. Requesting your transcript online is faster.

STEP 7 Signature

Sign below to let the Marketplace share federal tax information and Social Security Administration information for
use during an appeal.

During your appeal, we may need to share with you or your authorized representative the information the
Marketplace used to decide your eligibility. This information might include employment income information from a
consumer reporting agency, information about income you receive from the Social Security Administration, and
federal tax information from the Internal Revenue Service about members of your household, including information
from your last filed federal income tax return. The Marketplace can’t share federal income tax information or monthly
and annual Social Security Benefit information under Title Il of the Social Security Act from the Social Security
Administration to an authorized representative or other individuals without your consent. Sign below to give your
consent.

| understand by completing, signing, and dating below, | authorize the Marketplace to disclose to the individuals
whose signatures are provided below as well as any authorized representative any federal tax information in my
eligibility record, which was provided by the Internal Revenue Service. | also consent to the release by the
Marketplace of my monthly and annual Social Security Benefit information under Title Il of the Social Security Act to
these same individuals along with other information in my Marketplace eligibility record, collected based on the
application | filled out (or was completed for me) or that listed me as a household member, and from other data
sources like income and employment verification from a consumer reporting agency that were used to make the
Marketplace eligibility determination.

| understand | can request a copy of my Marketplace eligibility appeal record during the appeals process. Each adult
member of the household must consent to the disclosure of his or her own federal tax information and also consent
to the release of monthly and annual Social Security Benefit information under Title Il of the Social Security Act by
signing below.

The authorization is valid until the earlier of the resolution of the appeal; or my written notification that | want any or
all of my authorized representatives removed from this appeal. I'm signing this form under penalty of perjury, which
means |'ve provided true answers to all the questions, and I've answered to the best of my knowledge. | know that |
may be subject to penalties under federal law if | provide false information.

Signature of the tax filer listed on your Marketplace application (even if they’re not appealing)

Printed name (First name, Last name)

Signature Date (mm/dd/yyyy)
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STEP 8 How to submit your appeal

Sign the completed form and send your documents either:
e By Mail: Health Insurance Marketplace
Attn: Appeals
465 Industrial Blvd.
London KY 40750-0061
e By Secure Fax: 1-877-369-0130

We'll send you a notice letting you know we got your appeal request and giving more information about the
appeal process within 7-10 days.

For More Help

If you have questions about your appeal call the Marketplace Appeals Center at 1-855-231-1751. TTY users can call 711. Hours of operation are
Monday through Friday, 7:00 a.m. to 8:30 p.m. Eastern Time (ET).

Privacy & Use of Your Information

The Marketplace protects the privacy and security of information about you that you’ve provided. To view the Privacy Act Statement, go to
HealthCare.gov/individual-privacy-act-statement. We’re authorized to collect the information on this form and any supporting documentation,
including Social Security numbers, under the Patient Protection and Affordable Care Act (Public Law No. 111-148), as amended by the Health
Care and Education Reconciliation Act of 2010 (Public Law No. 111-152), implementing regulations in 45 CFR part 155, subpart F, and the Social
Security Act. For more information about the privacy and security of your information, visit HealthCare.gov/privacy.

Nondiscrimination

The Health Insurance Marketplace® doesn’t exclude, deny benefits to, or otherwise discriminate against any person on the basis of race, color,
national origin, disability, sex, or age. If you think you’ve been discriminated against or treated unfairly for any of these reasons, you can file a
complaint with the Department of Health and Human Services, Office for Civil Rights by calling 1-800-368-1019 (TTY: 1-800- 537-7697), visiting
hhs.gov/ocr/civilrights/complaints, or writing to the Office for Civil Rights/ U.S. Department of Health and Human Services/ 200 Independence
Avenue, SW/ Room 509F, HHH Building/ Washington, D.C. 20201.

Accessibility
You have the right to get Marketplace information in an accessible format, like large print, braille, or audio. Call the Marketplace Appeals Center
at 1-855-231-1751 for more information. TTY users can call 711.

Language Assistance
If you need help in a language other than English, call 1-855-231-1751 and tell the customer service representative the language you need. We’'ll
get you help at no cost to you. TTY users can call 711.

This product was produced at U.S. taxpayer expense.

Health Insurance Marketplace® is a registered service mark of the U.S. Department of Health & Human Services.
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This Notice has Important Information. This notice has important information about your Marketplace eligibility appeal. Look for
key dates in this notice. You may need to take action by certain deadlines. You have the right to get this information and help in
your language at no cost. Call 1-855-231-1751 and tell the agent the language you need and you’ll be connected with an
interpreter.
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130 (Chinese) FBEHBASEFEENA., FEHE SEIEMN Marketplace EFEBRIEREMEEER. BELEMPSHEEE
HE, GraRET—ENEE AHRETS. TAEX2BENNERARNENESRMUNED., FHHE 1-855-231-
1751 FBIEMEENZE S SFNIE  FHFREEBE.

Frangais (French) Cet avis contient des informations importantes. Cet avis contient des informations importantes sur I'appel que
vous avez fait au sujet de votre admissibilité au Marché de I'assurance santé. Vérifiez les dates clés dans cet avis. Il se peut que
vous ayez des démarches a entreprendre avant certaines dates. Vous pouvez obtenir ces informations ainsi que de 'aide dans
votre langue gratuitement. Appelez le 1-855-231-1751 et dites a I"agent la langue souhaitée, on vous mettra alors en contact avec
un(e) interpréte.

Kreyol (French Creole) Avi sa a gen Enfomasyon Enpotan ladan. Avi sa a gen enfomasyon enpotan ladan konsenan kontestasyon
kalifikasyon pou Mache ou a. Chéche dat kle yo ki nan avi sa a. Ou ka bezwen aji avan séten dat limit. Ou gen dwa pou jwenn
enfomasyon sa a ak &d nan lang ou gratis. Rele 1-855-231-1751 epi di ajan an ki lang ou bezwen epi y ap mete ou an kontak ak yon
entépret.

Deutsch (German) Dieser Hinweis enthilt wichtige Information. Dieser Hinweis enthalt wichtige Informationen beziiglich lhres
Berufung von Anspruchsberechtigung bei Marketplace. Suchen Sie in diesem Hinweis nach den relevanten Daten. Behalten Sie
Fristen im Auge. Ein kostenloser Service bei dem Sie Informationen und Hilfe in lhrer Muttersprache erhalten steht lhnen unter
der Nummer 1-855-231-1751 zur Verfligung. Rufen Sie an und geben Sie Ihre Muttersprache an. Sie werden daraufhin mit einem
Dolmetscher verbunden.
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Italiano (Italian) Questo avviso contiene informazioni importanti. Questo avviso contiene informazioni importanti relative all'appello da lei
presentato a Marketplace circa la sua idoneita. Cerchi nell’avviso le date chiave: potrebbe esserle richiesto di agire entro certe scadenze. Lei ha

diritto a ricevere gratuitamente aiuto e spiegazioni nella sua lingua. Chiami il numero 1-855-231-1751 e dica all’operatore la lingua di cui ha
bisogno; |'operatore la mettera in contatto con un interprete.

B #EE (Japanese) FBHIC SEELZFWIMASTA CWET, FBHC Marketplace BB (T 2B E L 1EHH'
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E. BLt-OEOFTETHEICLNTEIABREL2EHY F T,

82 0] (Korean) O| SX|0fl= 528t MW7 QELICE O SX[0= OHAIE2 0|~ HA M A0 Cfst ST HE 7}
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Polski (Polish) To zawiadomienie zawiera wazne informacje. To zawiadomienie zawiera wazne informacje na temat Panstwa
odwotania w kwestii kwalifikowalnosci na Marketplace. Prosimy zwréci¢ uwage na kluczowe daty w tym zawiadomieniu. By¢ moze
bedg Panstwo musieli podjac jakies dziatania w okreslonych terminach. Maja Paristwo prawo do uzyskania tej informacji w swoim
jezyku bez ponoszenia dodatkowych kosztow. Prosimy o telefon pod numer 1-855-231-1751, aby porozmawiac z naszym
przedstawicielem i powiedzie¢, o jaki jezyk chodzi, a zostaniecie Panstwo potaczeni z ttumaczem.

Portugués (Portuguese) Este comunicado contém informagdes importantes. Este comunicado contém informagGes importantes
sobre o seu pedido de notificagdo de elegibilidade do Marketplace. Procure datas importantes neste aviso. Talvez vocé precise
tomar medidas de acordo com determinados prazos. Vocé tem o direito de obter essas informagdes e conseguir ajuda, sem custo
algum, no seu préprio idioma. Ligue para 1-855-231-1751 e informe o representante da central de atendimento sobre o idioma do
qual necessita para que vocé seja conectado com um intérprete.

Pycckuii (Russian) B aTom yBeoMIeHUM COAEPIKUTCA BaXKHaA MHdOpMaLMA. B 3Tom yBeLOMNEHWUW COAEPHUTCA BaKHan
MHPOPMaLMA O Ballel anenNaLMK OTHOCMTENIbHO COOTBETCTBUA TpeboBaHMAM cucTembl Marketplace. HailiuTe BasKHble AaTbl B
5TOM YBEAOMIEHWM. BO3MOXKHO, Bam HY)KHO NpeanpuHATL AeUCTBUA K ONpedeNeHHOMY CPOKY. Y Bac ecTb NPaBo NOJAYYMTb 3TY
WMHGOPMALIMIO M NOMOLLLL Ha Bawem poaHom asbike BecnnaTtHo. Mo3BoHUTe No HoMmepy 1-855-231-1751 1 cooBLIMTE areHTy, Kakon
A3bIK Bam Hy»KeH, 1 Bac coeAMHAT C NepeBoAYMKOM.

Espaiiol (Spanish) Este Aviso contiene Informacion Importante. Este aviso tiene informacidn importante acerca de su apelacion
de elegibilidad del Mercado. Preste atencion a las fechas importantes que aparecen en este aviso. Es posible que deba tomar
accion dentro de ciertos plazos. Usted tiene derecho a recibir esta informacion y asistencia en su idioma sin costo alguno. Llame al
1-855-231-1751 e indique al agente el idioma que necesita y lo pondran en comunicacién con un intérprete.

Tagalog (Tagalog) Ang Abisong Ito ay May Mahalagang Impormasyon. Ang abisong ito ay may mahalagang impormasyon tungkol
sa apela mo sa pagiging nararapat sa Marketplace. Maghanap ng mga pangunahing petsa sa abisong ito. Maaaring kailanganin
mong kumilos bago sumapit ang mga partikular na deadline. May karapatan kang makuha ang impormasyong ito sa wika mo ng
wala kang gagastusin. Tumawag sa 1-855-231-1751 at sabihin sa agent ang kailangan mong wika at ikokonekta ka sa tagapagsalin
ng wika.

Tiéng Viét (Vietnamese) Thong Bao Nay cé chira Thdng Tin Quan Trong. Thdng bao nay cd thong tin quan trong vé khang céo tinh
dl diéu kién cla Thi Tredng. Tim nhitng ngay quan trong trong thdng bao nay. Quy vi c6 thé can phai thire hién theo thai han nhat
dinh. Quy vj cé quyén nhan thong tin nay va nhan dugc trg gitip mién ph| bang ngoén ngit cla quy vi. Vui long goi s6 1-855-231-
1751 va bdo cho dai | biét ngdn nglt quy vi can va quy v s& dugc két ndi voi mét thong dich vién.
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